A 37-year-old renal allograft recipient presented in the outpatient department with complaint of left shoulder pain 3 months after renal transplant. His immunosuppression included cyclosporine 6 mg/kg/day, mycophenolate 500 mg twice daily and prednisolone 10 mg/day. He was treated for hepatitis C infection pretransplant with interferon. Posttransplant management was complicated by an episode of acute graft dysfunction. Kidney biopsy was suggestive of acute tubulointerstitial nephritis with borderline acute cellular rejection, which was treated with three doses of methylprednisolone 500 mg each. This episode recovered only partially and serum creatinine stabilized at 2.5-3 mg/dL. In the second month after transplant, he developed cytomegalovirus infection, which was treated with intravenous ganciclovir. Shoulder pain was dull aching, poorly localized around the shoulder and was progressively increasing in intensity requiring opioids for control. On examination, he had stable vitals and a physical examination showed an unrestricted range of motion at the shoulder and mild tenderness at the anterior region of the shoulder joint. Complete blood count and tranaminases were within normal limits. Erythrocyte sedimentation rate and C reactive protein were increased to 36 mm and 18 ng/L respectively. An X-ray of the left shoulder showed a lytic lesion in the upper end of the humerus (Figure 1 ). An MRI of the shoulder raised a possibility of infective or infiltrative lesion in the upper end of the humerus (Figure 2 ). Excision biopsy of the lesion was done, which established the diagnosis of Aspergillus osteomyelitis (Figures 3 and 4) . The patient was treated with oral voriconazole 200 mg BD for 8 weeks with complete resolution of symptoms.
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